Rethinking Antibiotics

Antibiotic stewardship is a big need for the post-acute setting.
We now know that more than 60% antibiotics prescribed in this
setting may be inappropriate. The issues of antibiotic overuse or
misuse are not unique to the post-acute setting. Acute are
systems are also devising ways to address this and offer many
lessons to providers in the post-acute setting.

A recent JAMA perspective shares a “4 Moments of
Antibiotic Prescribing” framework that is very applicable to
post-acute care providers. Any system that can engage prescribers
to take a pause at these moments can help with antibiotic
stewardship. These moments include:
1.
Does the patient have an infection that requires an antibiotic?
As it turns out many patients don’t need antibiotics because they
either do not have an infection or have an infection that is viral in
etiology.
2.
Have appropriate cultures been ordered before starting
an antibiotic and what empiric antibiotic should be used? It may be
hard to get cultures in post-acute settings but one should try to
accomplish that. It is important to assess the scenario deeply before
empirically treating for a methicillin resistant Staph Aureus or a
potential gram-negative infection. In many instances where patient is
not too sick one may get away by prescribing an antibiotic with a
narrower spectrum.
3.
Now that a day has passed, can antibiotics be stopped,
changed or converted to an oral route? The framework recommends
implementing a formal process to review any new information that
may change the decision on the duration and the kind of the
antibiotics being used.
4.
What duration of therapy is needed? Whereas longer duration
was advised for many complex infections, recent studies have shown
that with patients who show reasonable recovery, shorter therapy
durations may be good enough. For example, intravenous antibiotics
for pneumonia can be changed to oral as soon as patient is afebrile
and shows clear improvement.

Antibiotic stewardship is a clinical area that demands medical
director's attention. Effective physician leadership can help set
structures for ongoing monitoring and modifications of treatments
and can help improve quality of care.
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Use of Inferior Vena Cava Filters in
the Elderly; There is a Big Catch!

Pulmonary embolism (PE) causes a lot of harm
in the elder patients. Inferior vena cava (IVC)
filters have been used to prevent recurrences
in a large proportion of patients, even though
there was never convincing evidence for the
safety of this practice.

A recent JAMA Internal Medicine article has
heightened the mortality concerns associated
with IVC filters in the elderly with history of
PE. The study was a retrospective analysis
of >200K patients between 2011-2014. The
results showed that 30-day mortality among
patients who received an IVC filter was higher
(11.6% vs 9.3%). Also, one-year
mortality
was
significantly higher (OR=1.56). When
the analysis was repeated after matching
cohorts individually, the one-year mortality
odds were even higher at 2.22 for the IVC filer
intervention.
This study was more robust than previous
ones
as
authors
included
more
potential confounding factors in their riskadjustment modeling. Still, it is important
to note that patients who received IVC
filters are usually sicker than others and
even with intense risk adjustment there may
remain a residual bias.
So how do I apply the results in my postacute practice? Well, this study minimizes
my enthusiasm for transferring patients to
hospital for IVC filter placements, particularly
if they are frail with many comorbidities.
Such interventions are cumbersome
for
patients and now with a potential for increased
mortality risk, I will focus on the role of
anticoagulants than before. Patient and
family education and participation in these
decisions will be the key.
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If You are Entrusted, you got to be Trusted!
Trust is an integral part of the patient-clinician relationship and presence or lack of it can impact clinical outcomes. A
recent perspective in JAMA provides an excellent framework for enhancing trust between healthcare systems, practitioner
and patients.
Anyone who is engaged in care delivery will agree that trust is at risk because of the rapid evolution of healthcare systems.
Organizational changes, physical modifications, new pressures around documentation and reporting and much more are
resulting in trust erosion between clinicians and their patients. But luckily, there is ample recent research that provides
guidance on how physicians and organizations in general can improve trust.
The framework recommends that health systems make trust as one of the metrics similar to other health and financial
metrics that are consistently monitored. Also, it is important that patient outcomes are readily reported to patients.
Clinicians need to be trained for better communication and relationships with their patients. There also needs to be a focus
on team processes and team training. It is also recommended that physicians and other practitioners truly believe that as
there are gaps in scientific understanding of clinical issues, they also have gaps in their understanding of patient
perspectives.
Finally, the frameworks for enhancing patient/ health system trust recommends that patients and their families should be
part of advisory councils that are leading initiatives to improve trust. Its through sincere efforts to bridge the gap between
patients and health systems that we have a chance to repair the damaged trust.
As a post-acute care clinician, the issue of trust is of prime importance to me. I take care of patients who have been
through many care interventions and are sometimes discouraged by the lack their of understanding of the whole picture.
Nothing helps building trust more than lending patients a sincere ear to ask questions, providing an opportunity to be able
to say what is on their mind, and thus supporting their ability to take control of their own health.
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Podiatric Patient Education: Not just a Footnote in Your Care Plan
A recent JAMA “patient page” article highlights the best practices for foot care for diabetic patients. Diabetic foot ulcers continue
to be a huge care issue resulting in a large number of amputations. The article reminds patients that diabetes attacks blood vessels
and results in high risk for ischemia and skin breakdown. Damaged nerves and resulting neuropathy also add to the risk. The
authors also provide overview of infections including osteomyelitis and its management. Their preventative guidance includes
keeping feet clean and well moisturized, wearing well-fitted shoes, feet inspection on daily basis, not walking bare feet, seeing
podiatrist particularly for calluses and ingrown toenails and keeping blood sugars under control.
Patient education that is high quality and concise can bring about much needed behavior change. I always seek such patient
educational resources. This free, one-page resource is high quality and can be used in any setting for patient and family
education. You can download and print this article from the link below.
https://jamanetwork.com/journals/jama/fullarticle/2720026

